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To:
Adoption Agencies



Private Attorneys



ICPC Administrators


From:
Nebraska Interstate Compact Program



Mary Dyer, Adoption Specialist



Rita Krusemark, Program Specialist


We have had some confusion recently about what information is required in order for us to process an Adoption Packet.  Please consider this memo a reminder.  The requirements listed below are based on federal law, state law, and good social work practice. In addition to these requirements, there may be other ones imposed by state or federal law or by the laws of the state where the child will be placed and the adoption finalized.  This memo in no way exempts compliance with those laws.


The following materials must be included before the packet can be processed:


1) The completed and signed 100A Form per child – If the birthmother relinquished in Nebraska, the birthmother would be the agent responsible for planning for the child if the relinquishment is directly to the adopting parents and there is no agency involved.  If she relinquishes to a child-placing agency, the agency would be the entity responsible for planning for the child.  In either event, the adopting couple in the other state would be the Placement Resource. 


2) Home Study on the Adoptive Family – This needs to be completed by a licensed agency or professional social worked, following the requirements of the state completing the home study.  (Nebraska statute allows for completion only by an adoption agency, licensed in Nebraska for children entering Nebraska).  The home study needs to be completed within one year of the proposed placement.  The home study must include clearances from the state Abuse/Neglect Central Register and state and federal law enforcement including fingerprinting.  Home study updates are acceptable, but must include current clearances.


3) Notice to Tribes if Native American Heritage is Indicated – If the birth parents identify Native American and tribal affiliations, the Tribe must be notified, and it must be documented that notice was received.  The certified mail return cards may be the best way to do this, especially in situations where the tribe does not respond to the notice.  It is the responsibility of the Tribe to determine if the child is an Indian child under Tribal criteria.  If the child is an Indian child, other provisions of the Child Welfare Act apply.  Tribal enrollment officers prefer that you provide information about the names of the birth parents, their parents and grandparents, if possible. 


4) Relinquishment from the Birth Mother – This must be signed, witnessed and notarized by a person who is not the witness to be valid in Nebraska.  Forms from other states may be used, but must meet Nebraska requirements for witness and notary.


5) Affidavit of Identification – The affidavit from the birth mother identifying the father or possible fathers should follow the format in the statute.


6) Relinquishment from the Birth Father – This must be signed, witnessed and notarized as above.  If the identified birth father does not sign a relinquishment, a denial of paternity and waiver of rights may be submitted.  If this cannot be obtained, it is necessary to document attempts to provide legal notice to the father(s).  This documentation can be the certified notice card showing the notice was received, refused, or that the father could not be located.  If the notice was refused or was unable to be delivered due to a defective address, proof of publication is necessary.  The certificate from the biological father registry indicating “No Objection to Adoption” was filed should also be submitted.  An affidavit of due diligence showing good faith efforts to provide notice to the putative father along with the legal risk statement will allow the child to leave Nebraska prior to the fathers’ rights being completely extinguished.  If more than one possible father is identified, these efforts must occur for each of them.


7) At Risk Statement – If the rights of the putative father are not fully addressed, or a response from the Tribe has not been received, the adopting parents should sign a statement indicating that they are aware of the unresolved legal issues, that they understand that the adoption may not be finalized, and that they may be required to return the child to Nebraska.


8) Child’s Medical Information and Hospital Records – Please submit birth records from the hospital completed by medical personnel.  More and more babies are being exposed prenatally to drugs and alcohol.  It is important to assure that adopting parents have information necessary to provide appropriate medical care and to be prepared for developmental or behavioral issues that may result from this prenatal exposure.  Please have the adopting parents sign a statement indicating they have been informed of the possible prenatal exposure, that they understand the possible consequences of the exposure, and that they had an opportunity to ask questions and discuss the situation with their pediatrician.


9) Social History Information -- Please submit comprehensive social history information for both parents. We have provided a form for your convenience. 

10) Medical History Information – For Nebraska-born children, this information should be provided on the green medical history forms, and should b e completed for both parents. To obtain the forms contact DHHS.VitalRecords@nebraska.gov 

11) Nonconsent Form and Affidavit – Please submit the form and affidavit indicating that the form has been explained and the parents understand the significance of signing or not signing the form.


It is our goal to allow the adopting family to return home as quickly as possible.  Much of this information can be completed and compiled prior to the birth of the child.  Complete packets containing all of the necessary information will be processed within one or two business days of receipt.   Thank you for your cooperation.














Nebraska Health and Human Services -- Protection and Safety Division


P.O. Box 95044,  Lincoln, NE 68509-5044


Phone:  (402) 471-9625 or (402) 471-8410


Fax  (402) 471-9034




IMPORTANT REMINDERS!!!

If you are forwarding an Adoption Package to us for the purpose of sending a child to another state, please remember to provide us with THREE complete sets of information, (one for us and TWO for the other state), a FedEx Envelope or large envelope and a pre-paid FedEx air bill at least a partially filled out with YOUR account number and destination or we won’t be able to send the package to the other state.


Please remember to send all correspondence in TRIPLICATE to our ICPC Office: One Copy for our files and TWO for the other state!


Packets should be sent to 


Rita Krusemark


Division of Children and Family Services 


Department of Health and Human Services


301 Centennial Mall South

P O Box 95026


Lincoln, NE 68509


(402) 471-9254


Thank you!


ICPC Adoption Information Social History


Biological FATHER

Date: _________________ 


I.
Name: ___________________________________________________________________ 



Any other name you have been known by in the past: 



_________________________________________________________________________ 



Address: _________________________________________________________________ 




Street
Apartment#
City
State
Zip Code



Permanent Address: _______________________________________________________ 



(if different)
Street
Apartment#
City
State
Zip Code



How long have you lived at your present address? _______________________________ 



Phone Number:   Home: (____)_________________     Work (____)_________________ 




      area code         number                            area code         number 



Birthdate: ______________________   Birthplace: ________________________________ 



Religion: _________________________________________________________________ 



Ancestry/Nationality**: _______________________  Race: _________________________ 




(**If you are of American Indian Heritage, please answer the questions on page 10)



Marital Status:  Single (  )   Married (  )   Separated (  )   Divorced (  )   Other (  ) 



Marital History: (Specify dates of marriage, divorce, death of spouse, etc., if applicable)



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 


II.
PHYSICAL DESCRIPTION


Height:  ___________  Weight: ______________ 



Hair Color:  _____________________________  Eye Color:  ________________________ 



Complexion:   Fair (  )   Normal (  )   Olive (  )   Tan (  )   Dark (  )   Other (  ) 


III.
EDUCATIONAL HISTORY


Number of years attended:   Grade School ____    High School ____    College ____ 



Educational Achievements: ____________________________________________________ 



Educational Goals:  __________________________________________________________ 



Vocational and/or other training: ________________________________________________ 



Subjects interested in:  _______________________________________________________ 



Extra curricular activities: _____________________________________________________ 


IV.
OCCUPATIONAL BACKGROUND



Present Occupation: ______________________________  Salary: ____________________ 



Address of Present Employer: _________________________________________________ 




_________________________________________________ 



Phone Number:  (____)___________________  Work Hours: ________________________ 



                            area code           number



Length of Employment: ______________________________________________________ 



What are your occupational goals: (Example: To be a teacher, welder, sales clerk):



_________________________________________________________________________ 


V.
PERSONALITY


Describe your personality in terms of your usual behavior, attitudes, moods, activities you usually participate in, types of people you enjoy being with, etc.:  



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



Describe talents, hobbies and goals in life:  _______________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 


VI.
ADOPTION QUESTIONS



What is your religion? ________________________________________________________ 



Are you willing to have your child reared in the religious faith of the adopting parents, if different from you own?  Yes ___   No ___      If no, what religious faith do you wish your child to be raised? _______________________________________________________________ 



Why did you place this child for adoption?  (Please respond as thoroughly as you can. This is one the questions adult adoptees most often ask adoption agencies.)



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



How do you feel about being contacted by the adoptee when he or she reaches adulthood?



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 


Are you seeing a social worker at an agency to discuss this adoption?  Yes ____   No ____


Agency Name: ________________________Contact at Agency: _________________________


Agency Address: _______________________________________________________________


VII. LEGAL REPRESENTATION


Are you represented by an attorney?  Yes ____   No ____ 



If so, Name: ________________________________________________________________ 



Address: __________________________________________________________________ 



Phone Number:  (____)__________________________ 



                           area code                  number


YOUR EXTENDED FAMILY


		

		YOUR 


MOTHER

		YOUR 


FATHER

		YOUR SISTERS/ BROTHERS

		YOUR MOTHER’S MOTHER

		YOUR FATHER’S MOTHER

		YOUR MOTHER’S FATHER

		YOUR FATHER’S FATHER



		Name:

		

		

		

		

		

		

		



		Age:

		

		

		

		

		

		

		



		Race/


Nationality… 


American 


Indian?

		

		

		

		

		

		

		



		Education:

		

		

		

		

		

		

		



		Hobbies/


Interests

		

		

		

		

		

		

		



		Occupation:

		

		

		

		

		

		

		



		Height:

		

		

		

		

		

		

		



		Weight:

		

		

		

		

		

		

		



		Hair Color:

		

		

		

		

		

		

		



		Eye Color:

		

		

		

		

		

		

		



		Complexion:

		

		

		

		

		

		

		





If additional space is required, please write on a separate piece of paper.


FAMILY BACKGROUND INFORMATION


Is your family aware of this pregnancy?
Yes ____   No ____ 


Do they agree with your plans?
Yes ____   No ____ 


Do you live with your family?
Yes ____   No ____ 


In case of emergency notify:  Name: _______________________________________________ 



Address: _____________________________________________ 



                _____________________________________________ 



                           Phone Number: (____)__________________________________ 


                                                                              area code                         number


IDENTIFICATION 


Social Security Number: ____________________________ Other: _______________________ 


Driver’s License: _______________________________________________________________ 



State                                                  I.D. Number


CHILDREN OTHER THAN CHILD TO BE ADOPTED


Is this your first child?   Yes ____   No _____ 



If not, how many other children do you have?  ___________ 


Are the children with you now?   Yes ____   No ____ 



If not, explain: ____________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


Please list other biological children:

                     School                                                                           Full 


Age    Sex    Grade    Height    Weight    Hair   Eyes   Complexion  Term   Overdue   Premature 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


RELATIONSHIP BETWEEN BIRTH PARENTS


Please give a brief description of your current relationship. If you are no longer together, please state when the relationship terminated:


_____________________________________________________________________________ 


_____________________________________________________________________________ 


____________________________________________________________________________ 


Is the mother of the child a relative of yours?
Yes ____   No ____ 



If so, how is she related?  ____________________________ 


Is she also the mother of any prior child(ren)?
Yes ____   No ____

Do you agree with the mother’s plans

for this child?
Yes ____   No ____


Will you sign surrender papers?
Yes ____   No ____


Has the mother lived with you before or during this pregnancy?
Yes ____   No ____


If so when? ___________________________________ 


Have you ever filed a petition to be declared the father


of the child in any Court or otherwise been identified


to be the father of the child?
Yes ____   No ____


If so what Court and when?          ________________________________________________ 


Have you ever supported the mother during the pregnancy?
Yes ____   No ____


If so, when? __________________________________ 


Have you ever offered support to the mother during 

the pregnancy?
Yes ____   No ____


If the child is born:


Have you ever had custody of the child?
Yes ____   No ____


If so when? ___________________________________ 


Have you ever contributed to the support and maintenance 


of the child?
Yes ____   No ____


If so, describe: ______________________________________________________ 


Have you ever visited the child or evinced an interest in


the welfare of the child?
Yes ____   No ____


Are you are married to someone other that than the child’s mother
Yes ____   No ____

Is your wife aware of the pregnancy?
Yes ____   No ____


Is she aware of your plans for the adoption?
Yes ____   No ____


Does she agree with your plans?
Yes ____   No ____


Please set forth a brief statement explaining your reasons for placing the child for adoption:


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


AMERICAN INDIAN HERITAGE


Birth Father

Are you a registered member of any American


Indian Tribe or Alaskan Village?
Yes ____   No ____


If so, please identify the tribe, its location and your registration or identification number:


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


MEDICAL INFORMATION OF BIRTH FATHER

(Note: If you are completing the Nebraska Adoption Medical History Green Form, you do not need to complete pages 8 though 10)


BIRTH MOTHER’S NAME:
______________________________________________ 


BIRTH FATHER’S NAME:
______________________________________________ 


ANTICIPATED DELIVERY DATE:
______________________________________________ 


NAME OF HOSPITAL:
______________________________________________ 


Indicate by checking appropriate box if the birth parents indicated above or any relative (i.e., mother, father, sisters or brothers) have had, or now have, the medical conditions listed below. Indicate relative’s relationship to child. 


		Medical Condition

		You

		Your


Family

		Father

		Father’s


Family

		Indicate cause, treatment specific medications, parts of body involved, age onset or any other explanatory information. When more than one condition or relative is indicated, specify clearly.



		1.
Club foot of any orthopedic problem.

		

		

		

		

		



		2.
Harelip (cleft lip) or cleft plate

		

		

		

		

		



		3.
Chromosome abnormality

		

		

		

		

		



		4.
Congenital heart defect

		

		

		

		

		



		5.
Down’s Syndrome

		

		

		

		

		



		6.
Hydrocephalus

		

		

		

		

		



		7.
Muscular Dystrophy

		

		

		

		

		



		8.
Spina Bifida

		

		

		

		

		



		9.
Tay-Sachs Disease

		

		

		

		

		



		10.
Multiple Sclerosis

		

		

		

		

		



		11.
Cerebral Palsy

		

		

		

		

		



		12.
Seizures, convulsions or epilepsy

		

		

		

		

		



		13.
Anemia

		

		

		

		

		



		14.
AIDS

		

		

		

		

		



		15.
Blood Disorders

		

		

		

		

		



		16.
Cancer

		

		

		

		

		



		17.
Tumors

		

		

		

		

		



		18.
Cystic Fibrosis

		

		

		

		

		



		19.
Huntington’s Disease

		

		

		

		

		



		20.
Hodgkin Disease

		

		

		

		

		



		21.
Alzheimer’s Disease

		

		

		

		

		



		22.
Blindness, Glaucoma or other visual problems

		

		

		

		

		



		23.
Deafness or other ear problems

		

		

		

		

		



		24.
Speech problems

		

		

		

		

		



		25.
Learning Disability

		

		

		

		

		



		26.
Retardation: mental or physical

		

		

		

		

		



		27.
Hemophilia

		

		

		

		

		



		28.
Diabetes

		

		

		

		

		



		29.
Thyroid Disorder

		

		

		

		

		



		30.
Sickle Cell Anemia or trait

		

		

		

		

		



		31.
Hypertension, high blood pressure or low blood pressure

		

		

		

		

		



		32.
Stroke

		

		

		

		

		



		33.
Heart Attack

		

		

		

		

		



		34.
Asthma

		

		

		

		

		



		35.
Arthritis

		

		

		

		

		



		36.
Kidney Disease

		

		

		

		

		



		37.
Tuberculosis

		

		

		

		

		



		38.
Mental Illness

		

		

		

		

		



		39.
Schizophrenia

		

		

		

		

		



		40.
Manic Depressive

		

		

		

		

		



		41.
Alcoholism

		

		

		

		

		



		42.
Drug Usage

		

		

		

		

		



		43.
Any other malformations

		

		

		

		

		



		44.
Other paralysis or crippling disorder

		

		

		

		

		



		45.
Other hormone disorder

		

		

		

		

		



		46.
Other cardiovascular problems

		

		

		

		

		



		47.
Repeated attacks of fever with no infection

		

		

		

		

		



		48.
Hospitalization

		

		

		

		

		



		49.
Allergies:

		

		

		

		

		



		
Hayfever

		

		

		

		

		



		
Food

		

		

		

		

		



		
Local Anesthetic

		

		

		

		

		



		
Penicillin

		

		

		

		

		



		
Antibiotics

		

		

		

		

		



		
Sulfa Drop

		

		

		

		

		



		
Codeine

		

		

		

		

		



		
Aspirin

		

		

		

		

		



		
Iodine

		

		

		

		

		



		
Other

		

		

		

		

		



		50.
Eczema or other skin condition

		

		

		

		

		





Any other medical information: ____________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


MEDICATION AND DRUGS TAKEN 5 YEARS PRIOR TO PREGNANCY.


Indicate in appropriate space medication/drugs taken during pregnancy involving this child and medication/drugs taken during the five years prior to this pregnancy.


		

		YES         NO


 (Check One)

		MONTH


(If during this pregnancy)

		YEAR


(If prior to this


pregnancy)

		TYPE,


FREQUENCY AND


AMOUNT



		1.
Aspirin

		

		

		

		

		



		2.
Antibiotics

		

		

		

		

		



		3.
Antihistamines


Types

		

		

		

		

		



		4.
Hormones 


Types

		

		

		

		

		



		5.
Cortisone (ACTH, etc.

		

		

		

		

		



		6.
Diet Pills


Type




		

		

		

		

		



		7.
Sleeping Pills


Type




		

		

		

		

		



		8.
Nerve pills/tranquilizers

		

		

		

		

		



		9.
Medicine for cancer


Type




		

		

		

		

		



		10.
Heart/Blood Pressure pills


Type




		

		

		

		

		



		11.
Thalidomide

		

		

		

		

		



		12.
Medicine for nausea


Type




		

		

		

		

		



		13.
Medicine for convulsions

		

		

		

		

		



		14.
Nose drops

		

		

		

		

		



		15.
Alcohol

		

		

		

		

		



		16.
Amphetamines


Type




		

		

		

		

		



		17.
Barbiturates

		

		

		

		

		



		18.
Cocaine

		

		

		

		

		



		19.
Heroin

		

		

		

		

		



		20.
LSD

		

		

		

		

		



		21.
Marijuana

		

		

		

		

		



		22.
Cigarettes
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ICPC Adoption Information Social History


Biological Mother


Date: _________________ 


I.
Name: ___________________________________________________________________ 



Maiden Name or any other name you have been known by in the past: 



_________________________________________________________________________ 



Address: _________________________________________________________________ 




Street
Apartment#
City
State
Zip Code



Permanent Address: _______________________________________________________ 



(if different)
Street
Apartment#
City
State
Zip Code



How long have you lived at your present address? _______________________________ 



Phone Number:   Home: (____)_________________     Work (____)_________________ 




      area code         number                            area code         number 



Birthdate: ______________________   Birthplace: ________________________________ 



Religion: _________________________________________________________________ 



Ancestry/Nationality**: _______________________  Race: _________________________ 




(**If you are of American Indian Heritage, please answer the questions on page 10)



Marital Status:  Single (  )   Married (  )   Separated (  )   Divorced (  )   Other (  ) 



Marital History: (Specify dates of marriage, divorce, death of spouse, etc., if applicable)



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 



_________________________________________________________________________ 


II.
PHYSICAL DESCRIPTION


Height:  ___________  Weight before pregnant: _________  Weight now: ______________ 



Hair Color:  _____________________________  Eye Color:  ________________________ 



Complexion:   Fair (  )   Normal (  )   Olive (  )   Tan (  )   Dark (  )   Other (  ) 


III.
EDUCATIONAL HISTORY


Number of years attended:   Grade School ____    High School ____    College ____ 



Educational Achievements: ____________________________________________________ 



Educational Goals:  __________________________________________________________ 



Vocational and/or other training: ________________________________________________ 



Subjects interested in:  _______________________________________________________ 



Extra curricular activities: _____________________________________________________ 


IV.
OCCUPATIONAL BACKGROUND



Present Occupation: ______________________________  Salary: ____________________ 



Address of Present Employer: _________________________________________________ 




_________________________________________________ 



Phone Number:  (____)___________________  Work Hours: ________________________ 



                            area code           number



Can you be called at work:  Yes ____   No ____ 



Length of Employment: ______________________________________________________ 



What are your occupational goals: (Example: To be a teacher, welder, sales clerk):



_________________________________________________________________________ 



Do you plan to stop working during pregnancy? Yes ___  No ___  If so, when: ___________ 


V.
PERSONALITY


Describe your personality in terms of your usual behavior, attitudes, moods, activities you usually participate in, types of people you enjoy being with, etc.:  



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



Describe talents, hobbies and goals in life:  _______________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 


VI.
ADOPTION QUESTIONS



What is your religion? ________________________________________________________ 



Are you willing to have your child reared in the religious faith of the adopting parents, if different from you own?  Yes ___   No ___      If no, what religious faith do you wish your child to be raised? _______________________________________________________________ 



Why did you place this child for adoption?  (Please respond as thoroughly as you can. This is one the questions adult adoptees most often ask adoption agencies.)



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



How do you feel about being contacted by the adoptee when he or she reaches adulthood?



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 



__________________________________________________________________________ 


Are you seeing a social worker at an agency to discuss this adoption?  Yes ____   No ____


Agency Name: ________________________Contact at Agency: _________________________


Agency Address: _______________________________________________________________


VII. LEGAL REPRESENTATION


Are you represented by an attorney?  Yes ____   No ____ 



If so, Name: ________________________________________________________________ 



Address: __________________________________________________________________ 



Phone Number:  (____)__________________________ 



                           area code                  number


YOUR EXTENDED FAMILY


		

		YOUR 


MOTHER

		YOUR 


FATHER

		YOUR SISTERS/ BROTHERS

		YOUR MOTHER’S MOTHER

		YOUR FATHER’S MOTHER

		YOUR MOTHER’S FATHER

		YOUR FATHER’S FATHER



		Name:

		

		

		

		

		

		

		



		Age:

		

		

		

		

		

		

		



		Race/


Nationality… 


American 


Indian?

		

		

		

		

		

		

		



		Education:

		

		

		

		

		

		

		



		Hobbies/


Interests

		

		

		

		

		

		

		



		Occupation:

		

		

		

		

		

		

		



		Height:

		

		

		

		

		

		

		



		Weight:

		

		

		

		

		

		

		



		Hair Color:

		

		

		

		

		

		

		



		Eye Color:

		

		

		

		

		

		

		



		Complexion:

		

		

		

		

		

		

		





If additional space is required, please write on a separate piece of paper.


FAMILY BACKGROUND INFORMATION


Is your family aware of your pregnancy?
Yes ____   No ____ 


Do they agree with your plans?
Yes ____   No ____ 


Do you live with your family?
Yes ____   No ____ 


In case of emergency notify:  Name: _______________________________________________ 



Address: _____________________________________________ 



                _____________________________________________ 



                           Phone Number: (____)__________________________________ 


                                                                              area code                         number


MEDICAID


Do you have Medicaid?
Yes ____   No ____ 


If so, issued through what County: _______________________ Medicaid #: ________________ 


Date benefits begin: __________________________________ 


INSURANCE COVERAGE


Do you have medical insurance coverage:
Yes ____   No ____ 


If so, company name: ___________________________________________________________ 



Address: ____________________________________________________________ 



Phone Number: (____)___________________________  Policy Number: _______________ 


                                 area code                  number


IDENTIFICATION 


Social Security Number: ____________________________ Other: _______________________ 


Driver’s License: _______________________________________________________________ 



State                                                  I.D. Number


PREGNANCY HISTORY


Is this your first pregnancy?   Yes ____   No _____ 



If not, how many prior pregnancies?  ___________ 



Please describe what occurred with these pregnancies:  (indicate #)



Abortion ______    Miscarriage _____  



Birth _____    Normal _____    C-Section ____ 


Were there any problems with prior pregnancies or births?  Yes ____   No ____  



If so describe: ____________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


Are the children with you now?   Yes ____   No ____ 



If not, explain: ____________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


CHILDREN OTHER THAN CHILD TO BE ADOPTED


                     School                                                                           Full 


Age    Sex    Grade    Height    Weight    Hair   Eyes   Complexion  Term   Overdue   Premature 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


___________________________________________________________________________________ 


MEDICAL INFORMATION


Are you seeing a doctor with respect to the pregnancy?  Yes ____   No ____ 



If so, name: ___________________________________________________________ 



Address: _____________________________________________________________ 



Phone Number: (____)____________________________________ 



                          area code                           number 


Does your doctor know you are considering adoption?  Yes ____   No ____ 


Name of hospital you will deliver in: ______________________________________________ 



Address: _____________________________________________________________ 



Phone Number: (____)____________________________________ 



                          area code                         number 



Have you registered yet?   Yes ____   No ____ 



Are you aware of their policy regarding adoption?   Yes ____   No ____ 


Have you spoken with anyone at the hospital about your adoption plan?  If so, please indicate their name, position or title: ______________________________________________________ 


____________________________________________________________________________ 



Phone Number: (____)____________________________________ 



                          area code                         number 


PREGNANCY HISTORY INVOLVING THIS CHILD


Month prenatal care began: _____________________________________________________ 


Have you taken any medication during this pregnancy?  Yes ____   No ____ 



If so, what medication and at what time?  _____________________________________ 



_______________________________________________________________________ 


Have you been involved in any accidents during this pregnancy?



Yes ____   No ____ 



If so, describe in detail: ___________________________________________________ 



______________________________________________________________________ 



______________________________________________________________________ 


Complications during pregnancy?  Yes ____   No ____ 



If so, explain: ___________________________________________________________ 


Food cravings during pregnancy?  Yes ____   No ____ 



If so, describe what foods: _________________________________________________ 


Has there been any sexual or physical abuse during pregnancy?  Yes ____   No ____ 



If so, explain: ___________________________________________________________ 


X-ray, electrocardiogram or radiation exposure during pregnancy? Yes ____   No ____ 



If so, explain: ___________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


Did you have any of the following during pregnancy?


		

		Yes

		No

		Date



		German Measles:

		

		

		



		Venereal Disease:

		

		

		



		Virus:

		

		

		



		Infections:

		

		

		





Delivery History:



Duration of labor ________________________  Bloody type ______________________ 



Type of delivery ________________________  R.H. Factor _______________________ 



Forceps:  Yes ____   No ____         RBC ____   Date ____________________________ 



Serology ____________________________________ 



Anesthesia/medication used ________________________________________________ 


FOREIGN ADOPTIONS ONLY


Birthparents’ country of origin:  Mother _____________________ Father __________________ 


Illnesses and diseases endemic to country of origin: ___________________________________ 


_____________________________________________________________________________ 


____________________________________________________________________________ 


____________________________________________________________________________ 


RELATIONSHIP BETWEEN BIRTH PARENTS


Please give a brief description of your current relationship. If you are no longer together, please state when the relationship terminated:


_____________________________________________________________________________ 


_____________________________________________________________________________ 


____________________________________________________________________________ 


Is the father of the child a relative of yours?
Yes ____   No ____ 



If so, how is he related?  ____________________________ 


Is he also the father of any prior child(ren)?
Yes ____   No ____

Is he aware of your current pregnancy?
Yes ____   No ____


Does he know of your plans with regard to your


placing the child for adoption?
Yes ____   No ____


Does he agree with your plans?
Yes ____   No ____


Will he sign surrender papers?
Yes ____   No ____


Has he lived with you before or during this pregnancy?
Yes ____   No ____


If so when? ___________________________________ 


Has he ever filed a petition to be declared the father


of the child in any Court or otherwise been identified


to be the father of the child?
Yes ____   No ____


If so what Court and when?          ________________________________________________ 


Has he ever supported you during the pregnancy?
Yes ____   No ____


If so, when? __________________________________ 


Has he ever offered you support during the pregnancy?
Yes ____   No ____


If the child is born:


Has the father of the child ever had custody of the child?
Yes ____   No ____


If so when? ___________________________________ 


Has he ever contributed to the support and maintenance 


of the child?
Yes ____   No ____


If so, describe: ______________________________________________________ 


Has he ever visited the child or evinced an interest in


the welfare of the child?
Yes ____   No ____


If you are married and your husband is not the father of the child:


Is your husband aware of the pregnancy?
Yes ____   No ____


Is he aware of your plans for the adoption?
Yes ____   No ____


Does he agree with your plans?
Yes ____   No ____


Will your husband consent to the adoption?
Yes ____   No ____


Please set forth a brief statement explaining your reasons for placing the child for adoption:


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


AMERICAN INDIAN HERITAGE


Birth Mother


Are you a registered member of any American


Indian Tribe or Alaskan Village?
Yes ____   No ____


If so, please identify the tribe, its location and your registration or identification number:


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


__________________________________________________________________________ 


MEDICAL INFORMATION OF BIRTH MOTHER


(Note: If you are completing the Nebraska Adoption Medical History Green Form, you do not need to complete pages 11 though 13)


BIRTH MOTHER’S NAME:
______________________________________________ 


BIRTH FATHER’S NAME:
______________________________________________ 


ANTICIPATED DELIVERY DATE:
______________________________________________ 


NAME OF HOSPITAL:
______________________________________________ 


Indicate by checking appropriate box if the birth parents indicated above or any relative (i.e., mother, father, sisters or brothers) have had, or now have, the medical conditions listed below. Indicate relative’s relationship to child. 


		Medical Condition

		You

		Your


Family

		Father

		Father’s


Family

		Indicate cause, treatment specific medications, parts of body involved, age onset or any other explanatory information. When more than one condition or relative is indicated, specify clearly.



		1.
Club foot of any orthopedic problem.

		

		

		

		

		



		2.
Harelip (cleft lip) or cleft plate

		

		

		

		

		



		3.
Chromosome abnormality

		

		

		

		

		



		4.
Congenital heart defect

		

		

		

		

		



		5.
Down’s Syndrome

		

		

		

		

		



		6.
Hydrocephalus

		

		

		

		

		



		7.
Muscular Dystrophy

		

		

		

		

		



		8.
Spina Bifida

		

		

		

		

		



		9.
Tay-Sachs Disease

		

		

		

		

		



		10.
Multiple Sclerosis

		

		

		

		

		



		11.
Cerebral Palsy

		

		

		

		

		



		12.
Seizures, convulsions or epilepsy

		

		

		

		

		



		13.
Anemia

		

		

		

		

		



		14.
AIDS

		

		

		

		

		



		15.
Blood Disorders

		

		

		

		

		



		16.
Cancer

		

		

		

		

		



		17.
Tumors

		

		

		

		

		



		18.
Cystic Fibrosis

		

		

		

		

		



		19.
Huntington’s Disease

		

		

		

		

		



		20.
Hodgkin Disease

		

		

		

		

		



		21.
Alzheimer’s Disease

		

		

		

		

		



		22.
Blindness, Glaucoma or other visual problems

		

		

		

		

		



		23.
Deafness or other ear problems

		

		

		

		

		



		24.
Speech problems

		

		

		

		

		



		25.
Learning Disability

		

		

		

		

		



		26.
Retardation: mental or physical

		

		

		

		

		



		27.
Hemophilia

		

		

		

		

		



		28.
Diabetes

		

		

		

		

		



		29.
Thyroid Disorder

		

		

		

		

		



		30.
Sickle Cell Anemia or trait

		

		

		

		

		



		31.
Hypertension, high blood pressure or low blood pressure

		

		

		

		

		



		32.
Stroke

		

		

		

		

		



		33.
Heart Attack

		

		

		

		

		



		34.
Asthma

		

		

		

		

		



		35.
Arthritis

		

		

		

		

		



		36.
Kidney Disease

		

		

		

		

		



		37.
Tuberculosis

		

		

		

		

		



		38.
Mental Illness

		

		

		

		

		



		39.
Schizophrenia

		

		

		

		

		



		40.
Manic Depressive

		

		

		

		

		



		41.
Alcoholism

		

		

		

		

		



		42.
Drug Usage

		

		

		

		

		



		43.
Any other malformations

		

		

		

		

		



		44.
Other paralysis or crippling disorder

		

		

		

		

		



		45.
Other hormone disorder

		

		

		

		

		



		46.
Other cardiovascular problems

		

		

		

		

		



		47.
Repeated attacks of fever with no infection

		

		

		

		

		



		48.
Hospitalization

		

		

		

		

		



		49.
Allergies:

		

		

		

		

		



		
Hayfever

		

		

		

		

		



		
Food

		

		

		

		

		



		
Local Anesthetic

		

		

		

		

		



		
Penicillin

		

		

		

		

		



		
Antibiotics

		

		

		

		

		



		
Sulfa Drop

		

		

		

		

		



		
Codeine

		

		

		

		

		



		
Aspirin

		

		

		

		

		



		
Iodine

		

		

		

		

		



		
Other

		

		

		

		

		



		50.
Eczema or other skin condition

		

		

		

		

		





Any other medical information: ____________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


_____________________________________________________________________________ 


MEDICATION AND DRUGS TAKEN DURING PREGNANCY AND DURING


5 YEARS PRIOR TO PREGNANCY.


Indicate in appropriate space medication/drugs taken during pregnancy involving this child and medication/drugs taken during the five years prior to this pregnancy.


		

		YES         NO


 (Check One)

		MONTH


(If during this pregnancy)

		YEAR


(If prior to this


pregnancy)

		TYPE,


FREQUENCY AND


AMOUNT



		1.
Aspirin

		

		

		

		

		



		2.
Antibiotics

		

		

		

		

		



		3.
Antihistamines


Types

		

		

		

		

		



		4.
Hormones 


Types

		

		

		

		

		



		5.
Cortisone (ACTH, etc.

		

		

		

		

		



		6.
Diet Pills


Type




		

		

		

		

		



		7.
Sleeping Pills


Type




		

		

		

		

		



		8.
Nerve pills/tranquilizers

		

		

		

		

		



		9.
Medicine for cancer


Type




		

		

		

		

		



		10.
Heart/Blood Pressure pills


Type




		

		

		

		

		



		11.
Thalidomide

		

		

		

		

		



		12.
Medicine for nausea


Type




		

		

		

		

		



		13.
Medicine for convulsions

		

		

		

		

		



		14.
Nose drops

		

		

		

		

		



		15.
Alcohol

		

		

		

		

		



		16.
Amphetamines


Type




		

		

		

		

		



		17.
Barbiturates

		

		

		

		

		



		18.
Cocaine

		

		

		

		

		



		19.
Heroin

		

		

		

		

		



		20.
LSD

		

		

		

		

		



		21.
Marijuana

		

		

		

		

		



		22.
Cigarettes
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